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An Abbreviated Survey investigating ARO
#KY00015182 wag Inftiated on 08/11/10 and
concluded on 08/13/10. ARO #KY00015162 was

found to be unsubstantialod; however, deficient ' | ThlS plan of correction is not meant to
practice was Identifled at 483.13, F226 at a establish any standard of care, contract
808536/36\&6'“)/ 0;830 "E;" le\ffeli %ﬂd at 483.20, " obligation or position and Pioneer Trace
F281 at a Scope/Severlty of a “D". Nursing Home res ' i
F 226 | 483.18(c) DEVELOP/IMPLMENT CFapg ) B e lenees th‘zlfsg?t to raise
8s:€ | ABUSE/NEGLECT, ETC POLIGIES possible.contentions and defenses in
‘ any type of civil or crimina) claims,
The facility must develop and implement written action or proceeding. Nothing contained
policles and procedures that prohibit . in this plan of cormrection should be

mistreatment, neglect, and abuse of residents

and misappropriation of resident property. considered as a waiver 10 any potentially

applicable peer review, quality assurance ’
or self critical examination privileges

This REQUIREMENT Is not met as avidenced which Pioneer Trace Nursing Home

by: . o .
Based on observation, Intarview and record . does not wawe apd feserves t,h e right to
review it was determinad the facllity failed to asscrt any administrative, civil, or
ensure written policles and procedures were | criminal action or proceeding. Pioneer
implemented related to abuse prevention, Trace Nursing Home offers its

Resident #1 made an allegation of abusg; . .
however, the facilily failed to implement it's Abuse resp onlscs, credible allegauons .Of

Pravention Plan regarding the protection of compliance and plan of correction as
residents during thelr investigalion. part of its ongoing efforts Lo provide

The findings include:

Review of the facility's Abuse Prevention Plan,
revised on July 2008 revealed, "Residents will be
protected from harm during the investigation by
seoeing thelr care needs are met promptly”,

1. Review of the clini¢al record rovealed Resident -
|41 was admitted to the facility on 09/18/03 with i
diagnoses which included Mental Retardation and '
Depregslon. Review of the Annual Minlmum Data

BOHATOHY I@H' gHT’HOWUEE HﬁﬂESENTATNES SIGNATURE a(w -,{%a [ : , ) 73) DATE/

y defldency atate@t anding with ;ragtarlsk {*) denoten & dellcloncy which the institution may be eNousad from comacting providing it s detesthined that

or sateguards prgvige suffictant proteblion to the patients. (See Instructions.) Except for nuralng homes, the findings slated above are djscipsable 90 days
owing lhe date of sdrvey whether or not a plan of correciton le providsd. For nurslng homes, the abova findings and plans of correction aroe disclosable 14
ya followlng the date these docunants are made avaitable to the faaliity. 1l deliclenclos are clited, an approved plan of correction lé requisite to continued
gram padtlcipallon.
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Set (MDS) Assessment dated 07/15/10, revealed - jF22

‘| his/her bed, On that same day at approximately

the facilily assessed Resident #1 as having '
short-term memory deflelt and modifled
Indapendence with cognitive skills {or dally -
declsion making. Further review of the MDS
ravealed no documented evidence of any mood
and behavlor patterns. tHowaver, the MDS did
reveal, Resident #1 had been evaluated by a
licensed mantal health speclallst In the last ninety
(90) days and had received an anti-depressant,
Celexa. The facllity assessed Resldent #1 to
require supervislon to limited assistance of one
(1) staff member for locomotion on or oft the unit

Review of the facility's |nve.stlgation and timeline
of evants revealed on 08/02/10 at approximatsly
11:00 AM, Resident #1 was erying and Informed
an alde that Resldent #2 had pulled the shests off

11:15 AM, Reslident #1 told a nurse'a resident
had grabbed him/her in the genital area, while
¢lothed.

Review of the Social Worker's Investigative
Notes, dated 08/02/40, revealed Reésidartt #1
stated a male resident entered his/her room and
grabbed Resident #1's genital area. Resident #1
also Indicated his/her broast were touchad.
Additional review of the Soclal Worker's
Investigative Notes revealad Resident #1 stated,
"hat man came in my room and put his hands in
my vagina, then he was Kissing and grabbing my
breasis",

During an Interview with Resldent #1 on 08/12/10
at 4:00 PM the resident stated Resident #2 put
his/her "finger up inslde me. Resident #1 then

. Facility Administration was atiempting
' to ¢larify Resident #1°s allegation since
i the allegation changed from the CNA

i report to the LPN report prior to taking

away Resident #2's right to privacy,
although the facility did identify
Resident #2's whereabouts during the
time in question prior to placement of 1-

' 1 staff monitoring and Resident #2 was
" in staff monitored areas during the time

in question. The Social Services

" Director interviewed Resident # 2 on

08/02/10 and he stated he had not been
in Resident #1's room and did not touch
her inappropriately in any way. The
Social Services Director interviewed
staff working on 08/02/10 and staff
revealed they had not seen Resident #2
in Resident #1's room and actually had
not seen Resident #2 anywhere near
Resident #1°s room. The Social

Services Director intérviewed alert and

- oriented residents in regards to sexually

inappropriate behavior from residents or

. staff on 08/17/10. No concerns were

‘residents and no additional residents

identified. The Social Services Diractor
and DON nterviewed staff and reviewed
residents charts of the remaining

“Indicated ha/zhe dldnot wantio falk aboul’ifand

stated, “I'm so embarrassed”.

I deficient practice.

were found to be affected by the
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2. Resident #2 was admitted to the facility, with a
stay projected to be of a short duration, on
04/22/10 with dlagnoses which included Right
Arm Amputation, Chronic Renal Fallure and
Chronlc Obstructive Pulmonary Disease (COPD).

. | Review of the Admission MDS Assessment dated

05/04/10 revealed the tacility assessaed Resldent
#2 as having short-term memory deflolt, and
maoditied Independence with cognitive skills for
dally decislon making. The faclilty assessed
Resident #2 to be totally dependent with
loasomotion on or off the unit.

During an interview with Resident #2 on 08/12/10
at 11:00 AM the resident stated he/she had never
been in Resident #1's room or touched the
resident inappropriately. Observation of Resident
#2 on 08/12110 at 11:35 AM revealed, Resldent .
#2 was able 1o ambulate with minimal asslstance
of one (1) staff member,

| Interview with Certifiod Nursing Assistant (CNA)

#1 on 08/12/10 at 1:40 PM revealad, CNA #1
entered Resldent #1's room at approximately
11:00 AM on 08/02/10 and observed Resident #1
to begin to cry. CNA #1 stated, Resident-#1
revesaled hafshe was crying because Residant #2
had entered hig/her room, grabbed the resident's
sheet and got chocolate on the sheat. CNA #1
also revealed, the allegation was reported
immediately to Licensed Pragtioal Nurse (LPN)
#1. Interview with CNA #2 on 08/12/10 at 2:25 PM
confirmed the information CNA #1 provided
during Interview (CNA #2 was also In the room).

Interview with Licensed Practical Nurse_(LPN).#1

| for allegation of abuse on the following

Facility Administration implemented
protocol for all staff to follow if an
allegation of abuse is alleged, which
includes immediately placing all
residents involved in the allegation on 1-
1 staff monitoring unti]l decrmed --
appropriate for 1-1 monitoring to be
discontinued. Staff was in-serviced on
implementation of 1-1 staff monitoring

dates, 08/19/10, 08/20/10, 08/21/10,

08/23/10, and 09/01/10 by the DON,

Unit Coordinator and SSD.

Facility Administration reviewed the

current abuse prevention plan on

08/18/10 and staff was in-serviced on the
. following dates, 08/19/10, 08/20/10,
. 08/21/10, 08/23/10 and 09/01/10 by the
DON, Unit Coordinator and SSD.
Facility Administration implemented a
new protocol for alleged abuse using an
acute plan of care for alleged abuse
(Attachment A). All staff was in-
serviced on the new protocol for abuse
allegations using the new acute plan of
care on the following dates, 08/19/10,
08/20/10, 08/21/10, 08/23/10, and
09/01/10 by the DON, Unit Coordinator
and SSD. The Director of Nursing and
Social Services Director will be
responsible for evalvating staff

on 08/12/10 at 3:30 PM revealed, CNA #1 and
CNA#2 reported Resident #2 had pllled on -

implementation of the Abuse Prevention
Plan and the acute plan of care for
- alleged abusge. The Director of Nursing

JRM CMS-2507(62-99) Praviaus Verslons Obsolsle
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Resident #1's bed sheets, LPN #1 revealed,
Resldent #1 told her Resident #2 entered the
room and grabbed me. LPN #1 stated, Resident
#1 polnted to'the vaginal area when it was stated
Resident #2 grabbed Resldent #1. The nurse
stated, Resident #1 was questioned about the

sheet belng grabbed and Resldent #1 replied, na. .

She also rovealed, attempts were made to
contact the Saclal Worker but the Soctal Worker
was out of the facllity, and the nurse informed the
Director of Nursing about the allsgation,
immediately. -

Intarview with the Social Worker on 08/1 210at ’
1:00 PM revealed, Resident #2 had baen
questioned on 08/02/10 at 1:30 PM by the Soclal

‘Worker, regarding the allegation on 08/02/10.

Review of the Social Worker's Investigative
Notes, dated 08/02/10 revealed Resident #2
stated he/she had not been in Resldent #1's
room, that day. '

| Interview with the Director of Nursing (DON) on

08/12/10 at 1:15 PM revealed, the-incldant
occurred sometime after breakfast, around 9:00
AM. The DON, the-Sooial Worker and the
Nursing Home Adminiatrator (NHA) interviewed
Resident #1 at 3:00 PM on 08/02/10, about the

| &llegation. Per the DON, this Interview revealed,

Resident 1 stated Resident #2 had touched the

resident's vaginal area while the resident was fully

dressed. Per the investigative notes Resident 1
indlcated Resldent #2 had placed a hand In
Resident#1's vagina and squeezed and kissed
1he resident's breasts,

Interview with the Activities Director on 08/13/10

immediately and to the Quality
Assurance Committee (comprised of the
Administrator, DON, Unit Coordinators,
Medical Director, MDS Coordinator,
SSD, Consulting Pharmacist, ard
Owners) monthly. The Administrator
and the Quality Assurance Committee
will review the results reported

regarding staffs implementation of the
Abuse Prevention Plan and the acute
plan of care for alleged abuse and will
track and trend the results to determine if
changes are needed or further staff
education is warranted,

09/02/10

al 2:16 PM reveaaled, Resident #1 and Resldant
#2 altended a game of BINGO together, on
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08/02/10, the day the allegation had been mads. ° F 281
The Activitles Director Indicated being aware that '
something had happenad and kept an eye on When Resident # 1 alleged to the LPN
Fl'qsldent_ #2. However, hefshe had never been - that Resident # 2 grabbed her in the
?gf;cdzléy nlr?sf:rﬁm:sc:da;::tgzthe aliegation or the need - vagina) area, Resident # 1 said she.was
fully clothed, at that time LPN.did not
Interview with CNA #3 on 08/13/10 at 2:20 PM feel a skin assessment was appropriate
'fa 6“\;‘;2!336 ‘S'Bﬂ?'dg g?qd beden informed chl tthe ’ and Resident #1 had not made an
vy the and was assigned to : :
Pprovide one (1) to one (1) supervision at 2:30 PM allegatxc?n that would ha\f'c tngger.ed the
on 08/02/10, for Resident #2. LPN to instruct the CNA’s to avoid
' - showering Resident #1. Resident #)
Intervlew with CNA #4 on 08/13/10 at 2:35 PM - " made the allégation of Resident #2
revealed, CNA #4 was assigned to care for ; i hand ine: ; »
Resident #2, the day the allegation was made on P laging his band inside Ilécs'xdcnzl#l‘ 5
08/02/10. Further Interview revealed the CNA vaginal area after the CNA's bad given
was not Informed about the allegation uniil the Resident #1 a shower, where the CNA’s
tollawing day, on 08/03/10. ~performed a visual skin assessment per
- ' a eas of
Interview with LPN #2 on 08/13/10 at 2:45 PM standard procc.gm,fnfl N Residen #1
revealed, LPN #2 was assigned 1o oare for concern were Jdentified. Kesiden
Resident #2 on 08/02/10 and the DON did not then left the facility per physician order
inform LPN #2 about the allegation F?ndaneed for for a sexual assault exam to be
one (1) to one (1) supervision with Resiflent #2 b alified professional
; ) i . performed by a qualified professional.
until between 2:30 PM and 3:00 PM on 98/02/10. Resident #1 returned to the facility and a
Intarview with the Nursing Home Administrator on skin assessment was performed on
08/13/10 at 1:15 PM revealed the facility did not 08/03/10 with no areas of concern noted.
implement Interventions to protect Resident #1 A review of Resident #1's chart by the .
until 2:30 PM on 08/02/10. Resident #2 was ' . -
placed on one (1) to one (1) supervigion to protect | Plregtor of Nursing fm 03/93/.10 chtc‘l not
other residents fram 08/02/10 at 2:30 PM to | identify any unexplained injuries of any
08/05/10 at 11:00 AM, | nature, Review of Resident #2's chart
F 281 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281 by the DON on 08/03/10 did not identify
88=D | PROFESSIONAL STANDARDS ‘ any unexplained injuries of any nature.”
| The services provjded or arranged by the facllity The Social Services Director interviewed
must meet professional standards of qualty. Resident #2 on 08/02/10 and he stated he
had not been in Resident #1’sroomand _____ |

did not jnappropriately touch her in.any 8 6ot7

way.

7/ 18
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| The findings include:

| memory deficit, and madified independence with

'| Interview with Certified Nursing Asslstant (CNA)

1 allegation to Licensed Practical Nurse-(LPN) #1.

This REQUIREMENT s not met as evidenced
by: o

Based on observation, Interview and record
review H was determined the facliity failed to
provide or arrange services which meet
professional standards for one (1) of three (3)
sampled resldents (Resldent #1), Tha facility
failed to provide Resident #1 with a timely
asgessment, after an allegation of sexual abuse
was reported.

'Resldent #1 was admitted lo the facility on
08/16/03 with diagnoses which included Mental
Retardation and Depression. Review of Resident
#1's Annual Minimum Data Set (MDS)
Asgessment dated 07/16/10, revealed the tacility
asgessed Resident #1 as having short-term

cognltive skills. Further review of the MDS
revealed the facllily assessed Residgnt #1 as
recelving Celexa (antidapressant medicalion).

#1 on 08/12/10 at 1:40 PM rovealed, she entered
Resident #1's room at approximately 11:00 AM on
08/02/10 and Residant #1 made an allegation that
Resldent #2 had grabbed the sheet and got

chocolate on It. CNA #1 immaediately reporied the

Interview with LPN #1 on 08/12/10 at 3:30 PM
revealad, LPN #1 immediatsly went to Rasldent
#1's room and Resident #1 stated Residant 42

notified of the allegation on 08/02/10
and no professional services were
warranted or ordered by the physician as
aresult of the allegation. Social
Services Director interviewed all alert
and oriented residents in regards-o any

" experiences of sexually inappropriate
behavior from other residents or staff on
08/17/10. No concerns werc identified.
The Social Services Director and DON
interviewed staff and reviewed residents
charts of the remaining residents and no
additional residents were found to be

- affected by the deficient practice.

- Facility Administration implemented

' protocol for nursing staff to-follow
which includes performing and
documenting a head to toe skin
assessment immediately upon an

: allegation of physical abuse, sexual

~abuse, neglect or involuntary seclusion.
(See Attachment A) Facility
Administration also tmplemented
protocol for nursing staff to follow
 instructing staff to not give a resident a
shower if any of the above types of
abuse were alleged until cleared by the
residents’ physician. (See Attachment A)
Nursing Staff was in-serviced on the
new protocols on the following dates,

had grabbed Resident #1 in the vaginal area, (the
resident pointed to the vaginal area). LPN #1

and 09/01/10 by the DON, Unit

IAM OMS-2667(02-80) Pravious Vermslons Obaclate
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Immediately trled to reach the Soclal Worker but
was unsuccessful, LPN #1 thon notifiad the
Director of Nursing (DON) about the allegation.
LPN #1 revealed, the physician was notified and
an order to send Resident #1 o the hospltal was
recoived at.approximately 3:00 PM to 3:30 PM on
08/02/10. LPN #1 also Indicated, Residant #1
was transported to the hospital around 5:00 PM
oh 08/02/10. LPN #1 Indicated an assessment
was not completed on Resldent #1 prior to
sending the resident to the hogpital. Further
Interview revealed the resldent had recelved a
shower, prior 10-being sent to the hespital.

Interview with the Nursing Home Administrator
(NHA) on 06/12/10 at 1:45 PM revealed, Resident
#1 was intervlewed at approximately 3:00 PM on
08/02/10. Durlng the interviow, Resident #1
allaged Resident #2 had pla¢ed a hand Inslde
Resident #1's vaginal area earller that morning.
Interview with the NHA on 08/13/10 at 1:16 PM,
revealatd CNA #6 showered Resident #1 around
1,00 PM on 08/02/10 and a skin assessment had
not been ¢omplated. Interview with the NHA
revealed, a full assessment of Aesident#1 was
not completed untii 08/03/10, (the next day) at
10:30 AM by the Unit Manager.

(4) 10 ID PROVIOER'S PLAN OF GORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE
TAG REGULATORY OR LEC IDENTIFYING INFORAMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
‘ DEFICIENCY)
281 | Continued From page 6 F 281 The Director of

Nursing and Unit Coordinators will be
responsible for evaluating staff
implementation of the new protocols

whenever there s an allegation of abuse.’

'

The Director of Nursing and Upit”™
Coordinators will report all findings
immediately to the Administrator and
monthly to the Quality Assurance
Committee. The Administrator and

. Quality Assurance Committee will

review the results reported regarding
staffs implementation of the new
protocols and will track and trend the
results to determine if changes are
needed or if further staff education is
warranted.

(X6}
COMPLETION
DATE

09/02/10
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., Resident Name Room Physician: _ b@g)ﬁé)* A

¥~ Goals Approaches Discipline Date Added Date VC  [Comments/Evaluation of grals
= Resident will remain fres from 1. Report affegation of abuse lo All
" any further allegeg abuse charge nutse immediately
* and will teei safe and secure : - _
n their emironment - 12, [T allegalion involves a resident to resident Chargs Nurse | JAssigned Staff Mernber lor
throught incident, {mmediately place 1-1 sialf Mordtaring:
monitaring with each resident in mmum-m_m ’
Hiocations in the facility. N ] Monitering start Ums:
Moanitoing end time;
3. If aitegation involves a staff member, - {Charge Nurse e Dale:
immediately have stafl member clock out
and jeave facility and remain on suspension
- unii irmestigation is campiele. : Assigned Stalf Member for
Immedialety place 1-1 staff monitoring with _ : , o Moritoring:
resident.
- ’ . ‘ | |Monitoring start Sme:
4. tmmedialety report allegation of abuse to Charge Nurse - | |Monitoring end ma:
DON, 880 or Administsator. . . Date:,

5. [mmediately repon ailegalion of abuse

to MD and Responsible party. Charge Nurse _ Assigned Stalf Member tor
" | |Monitoring:
6. If physical abuse, sexval abuse, neglect Charge Nurse
or invatuntary seclusion is alleged, _ Monitoring start time:
immediately complete a head to loe ) _ Monitoring end lime:
skin assessment and document your - Date:,
Yfindings. DO NOT SHOWER RESIDENT(S) .
UNTIL CEEMEQ APFROPRIATE BY MD, .-
Assigned Stalf Member for
7. It medical attention is required faflow Charge Nurse : Monitoning:
stapdard rursing procedurs for injures. . a
. Monitoding stan ime:
8. Follow any MO orders. - Charge Nurse Monitaring end fims:
’ Date:
9. Allcw resident{s) io vertalize feeiings, Charge Murse, SSD
Wm concems, thoughts to appropriate s\ff,
%
o 10. Provide a sate environment for resident{s).  |Al
< roblemn/Need: mmuo: ot Alleged Abuse
2 ipecify Type: Sexual Physical Verbal___ Misapprogriation of Propesty___ Involuniary Seclusion Mental____ Neglect
& . |
i |
o




